Background. A programme of postgraduate study was developed in partnership between a health board and a university in New Zealand, having identified critical thinking and practice change as key determinants of good care delivery. Aim. To explore the impact after 12 months of a postgraduate programme for registered nurses on patient assessment and clinical reasoning, and the status of implementation plans for improved patient care. Design. Outcome evaluation using a survey and focus groups. Setting. On location at a hospital in a small city in New Zealand that provides healthcare services for 102,000 people across rural and urban areas. Participants. Registered nurses who had completed the programme (N = 28) and seven clinical mentors. Methods. A survey, focus groups, and follow-up data about quality improvement projects were used to explore how the programme was experienced and its impact. Results. The survey revealed perceptions of improved knowledge and skills but a lack of confidence in communicating with medical staff. Of 28 quality improvement projects planned, all but three had been implemented and were still in use. Two themes were generated from focus group data: "new ways of thinking" and "doing things differently. " Conclusions. This academic/clinical partnership positively influenced nurses' knowledge and skills, encouraged critical thinking and self-efficacy, and resulted in the sustained implementation of nurse-initiated projects intended to improve patient care.
Introduction
As the context of nursing practice continues to increase in uncertainty, instability, and complexity, registered nurses are exposed regularly to situations that take them to the edge and at times beyond their current knowledge and skill base, putting on full stretch their resources to adapt and learn [1] . Therefore, appropriate support in this environment goes beyond that based on "thinned out" understandings of the clinical context and their work. Decisions about nurses' professional development needs that are made in isolation of an appreciation of the realities of practice can lead to excessive emphasis on performance, blame-seeking, insufficient attention to the complexity of practice, and a default to generic, technical education to fix problems [2] . Therefore, transformative learning in which registered nurses grow as critical thinkers and knowledge workers while also continuing to develop essential technical knowledge and skills is both a challenge and an essential goal for nursing education and for advancing nursing knowledge [3, 4] .
Tame and Wicked Problems
The problems faced by nurses in everyday practice have been categorised as tame or wicked, based on the degree of difficulty in finding solutions and the mode of inquiry employed to address them [4] . This division was originally described by Rittel and Webber [5] and applied to the field of social planning but has been found appropriate to a range of professionals who work with issues and realties that are both straightforward and messy [6] . Problems are tame when solutions to them are well defined and already known and can be arrived at using steps of logic in the tradition of technical rationality. They are amenable to standard procedures that are expected to bring about usually permanent solutions [4] .
Advances in Nursing
Working with tame problems in healthcare is well suited to the application of evidence-based protocols and pathways, in which the same solutions can be applied in similar situations to achieve well-defined outcomes with a degree of certainty of effect [1] . Wicked problems, on the other hand, are multifaceted and complex and defy linear thinking, and their solutions (if any) are elusive, highly context-dependent, and likely to be impermanent [5] . Nurses working with wicked problems need to be able to draw on their ability to work things out on the spot, in a reflective dynamic of thought and action in which potential solutions are tried and tested aiming for a resolution that is not necessarily complete [1, 3, 4, 6] . What is found to work in one situation is not expected to work in the same way in another similar situation. Active processing of wicked problems requires critical questioning of values, beliefs, taken-for-granted assumptions, and ways of working with self and others that provoke change [3, 4, 6] . The ever-changing interactions in which nurses engage with communities, healthcare consumers, technology/treatments, and other health professionals put them in the path of both tame and wicked problems, each requiring different forms of logic, knowledge, and skills. Therefore, the education that nurses require for their everyday practice supports their solution-finding of both tame and wicked problems.
Health care organisations are powerfully influential in determining the nature of professional development of nurses in their employ and, therefore, the expectations they have of the role of teaching and learning in workforce development are fundamental to the nature of what is funded and supported by them. An instrumental orientation by an organisation is centred on learning in the performative mode to correct identified deficits in the performance of competencies required of specific roles [6] . Such an orientation is resistant to challenging taken-for-granted assumptions and avoids risky or uncertain outcomes, in deference to action that will meet urgent tasks, targets, and deadlines [6] , an approach that has been referred to as the hamster wheel of busyness [7] . A contrasting, intrinsic perspective, in which organisations adopt an approach to learning that values the holistic development and personal agency [8] of nurses, is foundational to tackling wicked problems, makes a valuable impact on tame problems, and supports transformational change [6, [9] [10] [11] .
The literature concerning postgraduate education for registered nurses supports its impact on learning from an instrumental, technorational orientation, for example as the most appropriate preparation for advanced nursing practice roles [12] [13] [14] ; and that a postgraduate nursing qualification has been associated with fewer medication errors, more effective triaging of patients, and overall improved clinical outcomes [15] [16] [17] . Further, postgraduate study is expected to enhance the implementation of evidence into practice [18, 19] and to increase nurses' confidence in their ability [20] [21] [22] [23] [24] . On the other hand from an intrinsic, critical perspective, nurses who have completed postgraduate education have also been found to be more likely to be critical thinkers [25] and advocates for patients by questioning treatment decisions and options [25] [26] [27] , and to be supported to develop personally and professionally [17, 28, 29] .
Background
In this paper we present a limited evaluation at least 12 months after two cohorts of registered nurses completed a programme of postgraduate study developed in partnership between a district health board (DHB) and a university in New Zealand. The partners collaborated to build and deliver a curriculum that would support nurses in their work with both tame and wicked problems. Before the partners came together the DHB had developed a strategic nursing workforce development plan that guided the purchase of postgraduate education, funded by the New Zealand Ministry of Health to all DHBs and that was to be delivered by a university. The original intention of the DHB was to advance the capability of frontline nurses in assessment, diagnostic reasoning, critical thinking, and practice change. The curriculum for the programme was teased out in a series of conversations among senior nurses in the health service and university-based academics to agree the learning processes, content and delivery of two postgraduate courses for registered nurses that constituted a postgraduate certificate (equivalent to 25% of a Master degree) as a "bespoke, strategic reform package" [9] . Curriculum development using this approach is suitable for establishing threshold concepts, those that are critical to the development of nursing knowledge and practice [30] , and to establish teaching approaches and methods that support transformational learning [31] .
Threshold concepts are so named because once students pass through a threshold of knowledge and understanding about an issue into a new way of perceiving and working, they will never again be able to unknow what has become known [30, 32] . Five features of threshold concepts are that they are usually transformative; not amenable to knowing in the same way that which has been previously known; are likely to involve discomfort in the transition to new knowledge and practice; and have the capacity to enable integration and application of bounded knowledge [31] . The importance of identifying threshold concepts early in planning the programme was to focus on the process of student learning rather than what has been recognised as a fundamental flaw that of content-building that leads to adding yet more content [3] .
The threshold concepts for the programme were identified through discussion between the partners. They included students adopting a sense of inquiry that breaks through the surface of daily routine and habits of mind; mindfulness and critical reflection on their personal values and beliefs and the differences that may exist about nursing and patient care in the clinical team; discovering needs for change and the part they need to play in effecting improvement; evidence-based patient assessment skills, clinical reasoning, and therapeutic actions that went beyond routine monitoring and treatment; and appreciation that long-term solutions to complex problems require integrated and collaborative teams that seek creative solutions and actions.
Discussion between the partners established that the underpinning principles (see Table 1 ) and methods for the delivery of the programme were to be based on practice development (PD) because of their potential to support (1) Aims to achieve person-centred and evidence based care that is manifested through human flourishing and a workplace culture of effectiveness in all healthcare settings and situations (2) Directs attention at the micro-systems level-the level at which most healthcare is experienced and provided, but ensures coherent support from interrelated mezzo and macro-systems levels (3) Integrates work-based learning with its focus on active learning and formal systems for enabling learning in the workplace (4) Integrates and enables both the development of evidence from practice and the use of evidence in practice (5) Integrates creativity with cognition in order to blend differing energies, enabling practitioners to free their thinking and allow opportunities for human flourishing to emerge (6) A complex methodology that can be used across health care teams and interfaces to involve all internal and external stakeholders (7) Uses key methods consistent with the methodological principles being operationalised and the contextual characteristics of the PD programme of work (8) Utilises a set of processes including skilled facilitation that can be translated into a specific skill-set required as near to the interface of care as possible (9) Integrates evaluation approaches that are always inclusive, participative and collaborative transformative learning and influence change consistent with the threshold concepts identified for the programme. A review of the impacts of PD had identified a range of pertinent outcomes including changing workplace cultures so they are more person-centred, development of learning cultures, increased empowerment of staff, greater team capacity, frameworks to guide ongoing development, shared understanding of contributions within a team, and development of new approaches to care [33] . Additionally the accepted criteria for "good" PD, collaboration, inclusion, and participation (CIP) [34] were consistent with how students would be encouraged to engage in transformative ways with each other, educators, mentors, colleagues, and patients. Transformative learning is acknowledged as a process that engages students in critical questioning of routine practice, habits, and thinking; challenging taken-for-granted assumptions, beliefs, and values; realisation of the structures and processes that create the inequities of the status quo; and generating beliefs to guide action and contribute to change [30, 35] . These ways of working are known to contribute to leadership ability, more effective workplace cultures, person-centredness, advancing skills in effecting change, and confidence in using inclusive, collaborative change processes [36] [37] [38] .
Delivery of the Programme
The synergy of ideas and energy that grew the clinical/academic partnership during the planning stages of the programme had established a sound working relationship for the delivery of the programme. The two courses that comprised a postgraduate certificate were each one semester long: the first an already established course in the university's offerings and the second a course newly developed for the programme. The first course aimed to prepare students for finding solutions to tame problems with its focus on advancing knowledge and skill in client assessment, the ability to request, understand, and interpret diagnostic tests, and the use of findings from tests and physical examinations as the basis for evidence-based diagnostic reasoning and decisions about nursing care. However, because patients rarely manifest standard characteristics of health problems or unremarkable circumstances and often present with multiple coexisting problems, students were challenged throughout to reflect on their assumptions, logic, and impressions towards more wicked, person-centred assessment and reasoning in the context of the complexity of people's lives. Delivery of the first course was on site at the main hospital campus of the DHB over five study days. Even though this mode of delivery restricted teacher-student contact to taught sessions, transmission of content modes of teaching were mitigated through interaction and engagement with students that encouraged critical thinking [3, 4] in relation to the first and fourth principles of PD (see Table 1 ). Students contributed to the development of the programme for each day according to their learning needs.
The second course was a new course developed to specifically support students in transition through the threshold concepts of the programme that were developed into learning outcomes around the themes of person-centred care, critical thinking, leadership, effective workplace cultures, and transformational change. CIP principles were adopted in student engagement in fine-tuning the details of the sessions for five study days but also most importantly through work-based learning [36] which was a feature throughout the course. Each student engaged in partnerships with identified mentors (one academic and one clinical) to develop an individualized, practice-based learning contract that was to guide their journey of transformative learning. The mentors were prepared for their role in transformative learning through a precourse workshop and supported by course leaders during the course. Student-mentor partnerships were intended to support critical reflection in and on practice, progress toward learning outcomes, and development of work for summative assessments.
The principles of practice development were embedded in the learning experiences offered at the study days and in the way that academic and clinical mentors worked with students. PD principles (Table 2) were role-modelled and discussed throughout this course in study days and in mentoring relationships, and students were required to articulate the ways they had incorporated these principles into the summative assessments for the course, most comprehensively in a plan they submitted for transformational change based on multiple forms of evidence in their clinical workplace setting. It is beyond the scope of this paper to provide a comprehensive description of how each principle was specifically integrated. However, Table 2 provides some examples of how this was achieved. Practice development principles [11] Examples of integration into programme
(1) Person-centred and evidence based care through human flourishing in workplace culture of effectiveness Students engaged in critical reflection in and on their own practice; articulated their thinking and actions in class, with mentors in workplace and incorporated this principle in work submitted for assessment. Evidence-based patient assessment and diagnosis was a feature of the first course.
(2) Attention at the microsystems level with support from mezzo and macro-systems levels develops
Critical analysis required in plan for change through use of PARiHS framework [39] to guide identification of barriers and enablers to implementation of change. (3) Work-based learning through active learning and formal systems for enabling learning in the workplace Enabled as key feature of second course and addressed by students in their plan for change. (4) Development of evidence from practice and the use of evidence in practice Use and generation of multiple forms of evidence recognised in teaching/learning and summative assessments for both courses. (5) Creativity with cognition to blend differing energies, enable free-thinking and opportunities for human flourishing Encouraged in students' development of self and others through class discussion and summative assessments.
(6) Complex methodology used across health care teams and interfaces involving internal and external stakeholders Acknowledged in class discussion and "unpacking" encouraged with mentors.
(7) Methods consistent with the principles being operationalised and context of the PD work Teaching methods used and students' plans for implementing transformational change were intended to be consistent with PD principles. (8) Includes skilled facilitation as near to the interface of care as possible Facilitation was role-modelled in teaching/learning sessions and expected to be reflected in plans for implementing change.
(9) Evaluation that is inclusive, participative, and collaborative Students, clinical staff, mentors and academics engaged in informal evaluation of the programme that modified its delivery as much as possible. Students formally evaluated the course at its completion using usual university processes. Students incorporated CIP principles into the evaluation section of their plans for change.
Informal and formal evaluations of the programme of education were conducted throughout and at the end of both courses that made up the postgraduate certificate. However, the longer term impact of the programme as a whole from the perspectives of nurses and their clinical mentors who participated and the outcomes of the plans for change in their workplaces had not been evaluated. Therefore the following sections report on a limited evaluation that aimed to explore the impact after 12 months of a postgraduate programme for registered nurses on patient assessment and clinical reasoning and the status of implementation of a plan for improved patient care.
Participants
Participants included two cohorts of registered nurses who had completed the postgraduate certificate, 13 nurses in 2010 and 15 in 2011, along with seven nurse mentors who had worked one-on-one with students assisting with the application of learning into clinical practice.
Setting
The evaluation was conducted on location at the District Health Board premises of the clinical partner in this programme. This facility is set in a small city in New Zealand and provides healthcare services for 102,000 people living in the surrounding region.
Methods
A survey, two focus groups, and follow-up data concerning the quality improvement projects were accessed to gain insight into how the programme was experienced and its impact on nurses' patient assessment, clinical reasoning, and the status of the plans they had made for change in their clinical areas. The limitations of the survey in regard to the CIP principles that had underpinned the delivery of the second course taught 12-18 months previously is acknowledged. However over that time many of the nurses had moved from their original place of work and were less available for the more collaborative, inclusive and participative processes that had been adopted during programme delivery. The survey instrument had been previously validated to ascertain learners' perceptions of the impact of postgraduate education and the items included were deemed relevant to the aim of this evaluation [24] . Focus groups were held to illuminate the perceptions of nurses and mentors after completion of the programme. The status of implementation of the plans for change that had been submitted for coursework assessment was requested from the programme graduates and/or the relevant clinical areas, 18 months after the programme for the 2010 cohort and after 12 months for the 2011 cohort. Ethical approval was obtained from the Ethics Committees of the healthcare institution and the NZ Ministry of Health. All participants received information sheets prior to being asked for their written consent to participate. Ethical principles were adhered to throughout, including confidentiality being agreed to in the focus groups, deidentification of data, and information about how to withdraw from the study, if desired.
Survey.
A hard-copy of the questionnaire was sent out to participants and returned by internal post to an administrator. The survey included brief demographic details and participants were asked to use a five-point Likert scale to rank their level of agreement on forty-seven statements in seven sections: knowledge and understanding, application of knowledge and critical thinking, impact on patients care, communication and sharing knowledge in the workplace, workplace activities, and ongoing professional development. Twenty-one anonymously completed survey forms were returned of 29 distributed (72% return rate). Data were entered into Excel and subjected to descriptive analysis.
Focus Groups.
Two focus groups were convened: one of two mentors and the other included five programme participants, representative of each student cohort. The aim of the focus groups was to explore nurses and mentors experiences of applying the learning from study days into clinical practice. Focus groups were held at mutually agreed, convenient venues as close to participant's work settings as possible and where people were most likely to engage in candid discussion. One of the researchers facilitated both groups, encouraging all points of view, and asking openended questions. These were audio recorded and transcribed verbatim. A topic list for focus groups is presented in Table 3 7.3. Qualitative Data Analysis. Qualitative data were analysed thematically using content analysis that involved five steps: familiarisation, identifying a thematic framework, indexing, charting, mapping, and interpretation [40] . Two authors undertook the first three steps independently, resulting in transcripts annotated with codes named to represent content. We conferred and reached agreement on coding, independently aggregated codes into categories, and conferred to achieve consensus. All codes for each category were checked and rechecked using constant comparison [41] . The final stage of data analysis involved refining and defining the allocation of categories to provisional themes until we were satisfied that the themes could be tracked back to transcripts. Member checking was achieved by provisional themes being communicated to participants for them to comment on whether they made sense to them in terms of their experience. No contrary comments were received. Brief details of the quality initiatives were sorted into tables for each cohort of participants.
Findings

Practice Development Projects.
With support from a clinical and an academic mentor, participants submitted a comprehensive plan for implementing evidence into practice that would address an issue of concern identified collaboratively with colleagues from their practice setting. The plan provided details of how practice development methods would be used (to address barriers and supports identified through use of the PARIHS framework [39] ) through each step of implementation. Table 4 indicates the nature of the 28 projects and follow-up with course participants and/or clinical areas 12-18 months following completion of the programme revealed that all, except three, were fully implemented and continued to be used in practice. The projects are described in Table 4 .
Survey Findings.
There were 21 completed surveys returned of 29 distributed (72%), eight from the 2010 cohort of 12 distributed, six from the 2011 cohort of 10 distributed, and all mentors (7) completed and returned the questionnaire. As in Table 5 , mentor respondents were all registered as nurses more than 10 years ago and all but one had more than 10 years' experience in their specialty. Respondents undertaking the programme mostly had more than 10 years since registration and less time overall in their specialties when compared to mentors.
Respondents indicated their level of agreement to the statements (Table 6 ) on a scale of one (strongly disagree) to five (strongly agree). Mentors responded in terms of how they thought the programme impacted on their mentees and course participants answered according to impact on self. All except two items were scored over 3.0. Areas of strongest agreement (+/= 4.5) were in relation to improved knowledge about patient assessment, clinical skills, comprehensive view of patients, requests to fulfil a teaching role, being asked for advice, innovative practice, and enhanced career options. The strongest disagreement was about confidence in communicating with medical staff (mean score 2.0) and perception of being respected in the workplace (mean score 2.1), even though their qualifications were valued (4.5).
Focus Group Findings.
The data from focus groups indicated how the programme had impacted on nurses' practice in two important ways that emerged as dominant themes, "new ways of thinking" and "doing things differently." Nurses spoke freely about their own (or their mentees') practice since undertaking the programme. The first theme described how the programme had stimulated changes in thinking and learning from practice, making decisions, and working with colleagues. The second theme concerned change in practice including increased confidence, addressing challenges, and drawing on a stronger knowledge base.
New Ways of Thinking. Nurses and mentors spoke about how to think differently so that they "got a win out of it" but there was an uncomfortable learning curve that challenged them Urology theatre procedures, cardiac pacing, Cardio-pulmonary resuscitation education, neurovascular observations and oral hygiene for critically ill patients.
Three fully implemented recommendations for the other two being incorporated into wider reviews.
Evidence-based changes in practice ( = 17)
Placement of nasogastric tube in children, withdrawal of use of promethazine in chemotherapy unit, humidification during artificial ventilation, falls prevention in surgical unit, falls risk assessment, use of Heliox for acute asthma (ICU), nurse-led assessment of foot problems in diabetic patients, assessment of venous leg ulcers, assessment of unilateral headache (walk-in nurse clinic), assessment and treatment of uncomplicated urinary tract infection (walk-in nurse clinic), oxygen administration in children, prevention of venous thromboembolism, recording ECG, education of inhaler techniques, procedure for CAPD, post-operative nausea and vomiting, nurse-led clinic for diabetic patients in general practice.
All have been implemented and continue to be used as normal practice.
Audit and feedback with follow-up actions using practice development methods ( = 4)
Hand hygiene, use of BiPAP, refrigerated storage of medicines, constipation in older person health.
Three initiatives implemented and ongoing improvement continues. The recommendation for one project is yet to be implemented. Information/education resources for patients ( = 2) Education for patients booked for elective cardioversion and a resource to support home management of gastro-enteritis following discharge from Emergency Department.
Both fully implemented. to unpack how they thought about their work and stretched them intellectually.
Got a Win Out of It.
There was a positive impact on learning, practice, and teamwork. For one nurse, the win she experienced from the programme was not just for her but for the team who worked with her on a project and later for the whole organization as the change in practice was scaled up.
"Something that I hadn't expected was that it validated the work we were all doing. . .in terms of falls prevention. So they (other nurses) kind of got a win out of it too because I didn't do the work; they did the work; and from that we have a change in practice that was so phenomenal, it ended up going organization-wide. " (Participant 2).
For another participant the gains about the direct relevance to her practice because she decided the focus of her learning: "The self-directed learning and that project that I did was really relevant and I think I learnt a lot from that and I do use it in every day practice. I have found it extremely relevant yeah" (Participant 1). The positive impact was obvious to another nurse due to the learning experiences offered. She commented, "The 2nd paper (course) it was really really good because that had definite impact on my practice and I just loved it and it was just kinda me" (Participant 4). For one of the mentors, the solution-focused approach to practice change enabled participants to advance good ideas into action, "Practice development is actually a good way of doing it. . .definitely.
Sometimes people (used to) have good ideas and we couldn't take it further and that's hard" (Mentor 2).
Finally, another mentor interpreted the win in terms of ongoing skill development, "It's the know-how and the know-why that I think condenses and increases skills. Some people increased their skills considerably and then negotiated to continue doing that" (Mentor 1). Further study would increase my eligibility for promotion 3.9
Further study would increase satisfaction with my work 3.7
Further study would increase my clinical responsibility 4.2
My qualifications are valued in my workplace 4.5 * items scored on a scale of 1-5 in which 1 = strongly disagree, 5 = strongly agree; * * items worded negatively so that a lower score would indicate a positive response.
On a Learning
Curve. "High challenge/high support" (Titchens and McGinley 2003) approaches to learning that encouraged thinking critically about sustainable change in complex contexts. Nurses' comments about being on a learning curve showed how they had been stretched. For one participant:
"(The first course) was such a learning curve it was a completely different environment and I thought it was really excellent for me. It was just fantastic and I loved it to bits. The 2nd paper (course) I hated but I have to say because you have to think and stuff and it did my head in; but it has encouraged me to reflect and the whole critical thinking thing" (Participant 2).
Another nurse realised that she had lacked the assessment skills and knowledge she needed: "I thought the 1st paper (course) the assessment paper (course) was great 'cause I had been (in an acute care unit) for a couple of years and. . .I had really no assessment knowledge. . .. I hadn't done it. . .hadn't really covered it. . .hadn't really learnt how to do that" (Participant 4) .
Mentors were tasked with facilitating engagement with and motivating clinicians to work together on practice changes. As one mentor found, the learning curve for mentees involved "shifting their thinking; they actually start to think about how it fits with clinical reasoning and the framework starts to take shape" (Mentor 1).
Reflecting on Practice.
Participant's comments indicated that reflecting on practice advanced learning in various ways. One of the mentors commented that reflection is "extremely relevant, it sort of just makes. . ., gives you the opportunity to stop and look, look forward, look back, everything really; it does make you stop and think about it" (Mentor 1) and a participant found that reflection enabled her to "go back and add and continue adding, building those layers once you have the basics" (Participant 3). Another participant found that critical reflection both rewarded and challenged as she had to "look at the whole evidence based critical thinking thing which I had never . . ., (I'm) 
Doing Things Differently.
Participants spoke about how they had come to practice differently and to challenge themselves and others. Participants' comments about doing things differently were linked to meeting the challenges associated with gaining self-confidence.
Meeting Challenges.
One nurse said she got a "mental kick" from the programme, acknowledging that she needed to move away from doing things out of habit:
"I needed the mental kick. I do feel like I forget a lot and I need to go back over it. I don't know if it's my vintage or whatever or I am a bit overloaded when it all comes on" (Participant 4).
Another challenge was in being questioned in ways and about aspects of practice that they had not been used to: "It can be a harsh environment at times, being questioned" (Mentor 1). The requirement to identify barriers to practice change was also seen as meeting challenges ahead: "For any change there are going to be enablers or barriers. If you don't identify the barriers you will have issues" (Mentor 2). 
Practicing in a Different
Discussion and Conclusions
The synergies made possible in an academic-clinical service partnership are illustrated in the findings of this evaluation. Hardy et al. (2013) emphasise the importance of such partnerships in work based education designed to advance practice performance in the support of practitioner-led innovation in complex and rapidly changing health care contexts [9] . The findings indicate that nurses advanced their ability to gather and understand information about their patients, to reflect and make sense of what they know, and then extrapolate what they discover about themselves, colleagues, and from patients to developing their nursing practice. The programme was geared towards them initiating and leading a process of change that would affect not only their own practice but that of others in the team and this was demonstrated through the practice development projects being fully implemented in wards and units and in some cases being scaled up across the hospital. The results indicate that nurses grasped the complexity of implementing change as wicked rather than tame and that they developed new ways of thinking and acting.
There are clear limitations of this study including the small size of the sample and the particular locality of the setting. The context of the development and delivery of the programme were such that the same outcome may not occur again elsewhere. Further limitations include that the data did not capture the complexity of transformational change in workplace cultures. However this would have perhaps been overambitious for the scope of this evaluation 12 to 18 mths after small scale projects. Further, changes that participants reported they had experienced in their own practice and habits of mind must be viewed with caution in terms of how their impressions affect their actions in the long term.
However, there is some support in the data that ways of working consistent with the principles of practice development are known to contribute to leadership ability, personcentredness, advancing skills in effecting change, and confidence in using inclusive, collaborative change processes, although not for capturing the complex nature of more effective workplace cultures [36] [37] [38] . Items in the survey, for example, those, referring to being more likely to share knowledge, speak at meetings and being asked for advice suggest improved confidence, and in the focus groups comments that leading a project from which others got a win would indicate improved leadership abilities. The status of implementation of practice development projects would suggest that participants gained confidence and ability in effecting change and in using inclusive and collaborative change processes, as these were the criteria required in the plans submitted for assessment and there was no indication that the processes planned were not implemented. The limitation of this evaluation to capture change in workplace culture has been acknowledged above and the difficulty of such an endeavor is noted elsewhere [34] .
However, the survey findings of a lack of confidence in communicating with medical staff and also lack of respect that they experienced in the workplace are contrary to the focus group findings and to the findings of other researchers who have found instead that collaboration and communication may be improved through postgraduate education [19, 27, 28, [42] [43] [44] [45] . This finding is of real concern not only because patients of health professionals that work well together suffer lower mortality rates [46] but that the positive impact of such a culture on teamwork and healthcare effectiveness [10] may have been underrealised in the study setting. This is an aspect of the practice environment that needs to be actively and skillfully addressed by professional leaders of health care teams in the organization.
A focus on creative solution-finding as opposed to reactive problem-solving was a feature of the second component of the programme to reorient thinking from ways that nurses have traditionally been taught [9] . Such tame thinking is more likely to perpetuate difficulties and result in the neglect of important opportunities for change rather than the viewpoints and puzzling that leads to solution creation regarding wicked problems [9, 47] . Such a reorientation works to direct attention to what is going right, not just what is going wrong, in order to build on strengths, achievements, and capacity [48] . The findings indicate nurses were enabled and empowered to achieve a more advanced level practice in ways that Hardy et al. (2013) [9] consider are likely to capture creative energy.
Everyday practice can easily become unconsciously routine as people work together and individually act the same way in familiar circumstances [49] . Breaking away from what has become customary is likely to trigger discomfort and to take energy and focus that can be difficult to muster in a busy, complex environment. The programme provided opportunities to disengage from the "hamsterwheel of busyness" [38] and to engage in learning from experience. The results show that participants had grown in confidence through the course and were thinking differently about their practice. Firstly, they were able to turn thought back on action, becoming aware of what they were doing, and secondly, how they were doing it so that practice-based knowledge was underpinning their practice [50] . Critical reflection underpinned their ability to identify and challenge barriers to practice innovation and to recognise how social structures and assumption-based practices impacted on the thinking and behavior of themselves and others [51] .
The findings of this limited evaluation suggest that this particular academic/clinical partnership positively influenced nurses' knowledge and skills, encouraged critical thinking, and resulted in several sustained improvements in the quality of care. It is unlikely that a programme involving only one of the partners would have facilitated the personal and professional growth suggested by the results. The gains achieved through collaboration in all stages of development, delivery, and evaluation of the programme suggest the potential synergy to be achieved in clinicalacademic educational partnerships.
